
Demonstrations 
OPM Part Two 

Figure 2-20-N-4 Information Management Functional Requirements 
(Continued) 

2.2.16 The CHCS shall provide the PCM Actiti~y Rcpoat m CID io elecmmit format fm 
‘IRICARB Scniar Prime arollccs. 

22.15 The CHCS shnll provide !.he Fadily Caucellatbn Sbt~Wicol. Rqmt end Patiennt 
CarrcBlati0n EXatWicd Ekqc9-t to CEE3 in clackcmic format for TRICAKE Senior P&me 
4iZUOlk.S 

2.2.16 The CHCS shdl prcwj& thb No-Shaw Statistiul Report to CElS in ekcttvnk format for 
-FRIcm Senior Prim eItrollees. 

2.3 ADS 

ADS collects and tqxts oo provider data rclatsd to ths diagnosis snd pracedurw for ambuhtory 
vi&s. This provides tht patknt cnceuntec dam, which enables cmtl and utilizatina aodJysi8. 
ADS tmmnitr the wtpaticnt uncountu dam as the Sbwlard Ambvlatary Data Record CSADR) 
to the CEIS. 

Thwc ace no enr~knent datp requinmcnt for ADS. Enrollmeat data i+ ccunsmitted from ck 
CHCS to ADS for reporting- 

23.1 The ADS shall tsmmit the PCM bcatkm code, cnrallwt DMYS I& ttva~rrsnc DMB 
ID. ACV, and PCW ID with the Standzud Ambulatory DataRooord (SADR) to rhc CEjIs. 
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Demonstrations 

Figure 2-20-N-4 Information Management Functional Requirements 
(Continued) 

2.4.2 Tk DEE& shall provide M?IS c$igibilil~ wtidcaciw for tie MPC and W ffic CHCS. 

2.4.3 The DEEFS shall receive and rnainttio cnrallmcn~ twnsactions from rbe seketad CHCS 
sites for TRICARE Scninz Prima enro&ts. Enrollment anust dginatc fiam one of the 
demonsl~~oa hi&s. 
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Pigure 2-20-N-4 Information Management Functional Requirements 
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Demonstrations 

Figure 2-20-N-4 Information Management Functional Requirements 
(Continued) 

2.5-16 TIE C!EIS shall report the actti TRKARE Senrot erwllment versus cnmllmant capacity 
for the demansrrathn sjtcs by M’JF- 

2.5-17 The CEYS shall sport inpatient cad autpaticht utilition and cQst for TREkRE Senior 
Prime cmolleec ad &all co- the data to other peer and normaGvc data. 

25.1% Tbc CEIS shall report the cast of all space-availably ewe provided to nmwxrmW 
Medicarc cligihle beo&ciiuiee .compared to lcvcl of&fart. 

2.5.22 The CELS shall aport the count and cost of community-based care (boc@‘ce. sk%cd 
nursing lacility. bow hcaIthcarc] pmvided 10 TRICARE Senior Prime cpsol.lccs. 

2.5.23 The CHLS sMJ cornpert: monthly MSE and utilization information for TRICARE Senior 
Prime enrollees to TRICARE Senior Prime key pgIfonnance targets. 

2525 The C&B shU rep rhe mal numbtr and perzcntnge af TRICARE Senior Prime 
enndlces with OHJ. 
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Figure 2-20-N-4 Information Management Functional Requirements 
(Continued) 

2.5.30 The CZJ3.S shall provide am updated BBC Scor&ard that reports .9+mrtly for TRICARE 
Sea&r Bimc cnmLkcs and Median eligible non4mrolYecs using tk ERC casting 
merhadolagy. 

25.31 The CEIS shall report the prtijccted au4 actual ifytcrim pawwnLs from ]tllCFA on a 
nationd and aitc lovcl. 
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Demonstrations 

Figure 2-20-N-4 Information Management Functional Reauirements 
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Figure 2-20-N-4 Information Management Functional Requirements 
(Continued) 
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OPiW Part TUG 

Rgure 2-20-N-4 Information Management Functional Requirements 
(Continued) 
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Figure 2-20-N-5 Data Flow Charts 

A. TRICARE Senior Option - Enrollment Data Flow 
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OPM Part%0 

Figure 2-20-N-5 Data Fbw Charts (Continued) 

B. TRSCARE Senior Option - Claims/Clinical Data Flow 
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Demonstrations 

Figure 2-20-N-6 DisenroZZment 

Involuntaru Disenrollment 

In all cases of involuntary disenrollment, the enrollee has twenty-nine (29) days from 
the date of receipt to respond to the Notice of Intent to be Involuntarily DisenroUed Medicare 
permits involuntay disenrollment of an enroUee in a Medicare at-risk health maintenance 
organization following appropriate due process. Under the TRICARE Senior Prime program 
the MTF Commander may apply the Medicare procedures for involuntary disenrollment. The 
M7’F Commander may not propose to terminate an enrollee based upon his/her utilization of 
services or mental illness unless it has a direct effect upon the ability to deliver services. The 
MTF Commander may not initiate disenrollment because the benefcia y exercises his/her 
option to make treatment decisions with which the MTF disagrees; e.g., refuses aggressive 
treatment for cancer 

A beneficiary may be involuntarily disenrolled for the foUowing reasons: 

1. Enrollee moves out of the HMO’s cieoaraDhic area. Upon direction of the MTF 
Commander/Lead Agent, the HMO will disenroll a Medicare enrollee who moves out of its 
geographic area and does not voluntarily disenroll if the HMO establishes, on the basis of a 
written statementfrom the enrollee or other evidence acceptable to HCFA, that the enrollee 
has permanently moved out of its geographic area. Upon approval of the MTF Commander; 
the contractor must give the bene$ciay a written notice of termination of enrollment. The 
notice must be mailed to the enroUee prior to the submission of the disenroUment notice to 
HCFA. The notice to the beneficiary must include an explanation of the enrollee’s right to 
have the disenrollment heard under the grievance procedures established under HCFA 
regulations 42 CFR 94 17.436. 

2. Enrollee commits fraud or permits abuse of HMO enrollment card. A Medicare 
benefrciay may be disenrolled by the HMO ifthe beneficiary knowingly provides, on the 
application form. fraudulent information upon which an HMO relies and which materially 
affects his or her eligibility to enroll in the HMO, or if the beneficiary intentionally permits 
others to use his or her enrollment card to receive services from the HMO. In either case, the 
HMO must give the beneficiary a written notice of termination of enrollment. ‘Ihe notice must 
be mailed to the enrollee prior to the submission of the d&enrollment notice to HCFA. The 
notice must include an explanation of the enrollee’s tight to have the disenrollment heard 
under the grievance procedures established under HCFA regulations 42 CFR 9417.436. 

3. Enrollee’s entitlement to benefits under the suDDlementaru medical insurance 
proaram ends. HCFA’s liability for monthly capitation payments to the HMO on behalf of the 
beneficiary ends with the month immediately following the last month of entitlement to 
benefits under Part B of Medicare. 

(a) Ifan enrollee loses entitlement to benefi under Part A of Medicare but 
remains entitled to benefits under Part B, the enrollee automatically continues as a Medicare 
enrouee of the HMO and is entitled to receive and have payment made for Part B services 
beginning with the month immediately following the last month of his or her entitlement of 
Part A benefits. 
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Demonstrations 

Figure 2-20-N-6 Disenrollment (Continued) 

4. Disenrollment for cause. An HMO may disenroll a Medicare enrollee for cause if 
the enrollee’s behavior is disruptive, unruly, abusive, or uncooperative to the extent that his 
or her continuing enrollment in the HMO seriously impairs the HMO’s ability to furnish 
services to either the particular enrollee or other enrollees. 

(a) Eflort to resolve the problem The HMO must make a serious eflort to 
resolve the problem presented by the enrollee, including the use [or attempted use) of internal 
grievance procedures. 

fb) Consideration of extenuating circumstances. The HMO must ascertain that 
the enrollee’s behavior is not related to the use of medical services or 

(c) Documentation. The HMO must document the problems, efforts, and 
medical conditions as described in this section 

(d) HCFA decides based on a review of the documentation submitted by the 
HMO, whether disenroUment requirements have been met. HCFA makes this decision within 
29 working days of receipt of the documentation material, and nol$ies the HMO within 5 
working days after making its decision 

(e) Eflective date of disenrollment. rfHCFA permits an HMO to disenroll an 
enrouee for cause, the disenrollment takes eflect on the fist day of the calendar month after 
the month in which the HMO complies with the notice requirements. 

Before beginning the disenroUmentfor cause process, the MTF Commander will make 
a serious eflort to resolve the problem presented by the enrollee and inform the enrollee that 
his/her continued behavior may result in termination of membership in TRICARE Senior 
Prime. If the problem cannot be resolved, the MTF Commander will give the member written 
notice of intent to request disenrollmentfor cause. In this notice, the MTF Commander will 
include an explanation of the enrollee’s rights to a hearing under the organization’s 
grievance procedures. 

liro~osed Disenrollment NOtiCe 

Once the grievance process has been completed or the member has chosen not to use 
this process, the MTF Commander will provide documentation to HCFAfor involuntary 
disenrollment of the enrollee. Documentation will include: 

(I) The reason that the M7F is requesting disenrollment for cause. 

(2) A summary of efiorts to explain the issues to the enroUee and the other types of 
options presented before disenrollment was considered 

(3) A description of the enrollee’s age, diagnosis, mental status, functional status, 
and social support system and 

(4) Separate statements from primary providers &scribing their experience with 
the enrollee. 
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Demonstrations 

Figure 2-20-N-6 Disenrollment (Continuedl 

I Voluntam Disenrollment 

A Medicare enrouee may disenroll at any time by giving the HMO a signed, dated 
request in the form and manner prescribed by the HMO. The enrollee may request a certain 
disenrollment date but it may be no earlier than the fist day of the month following the 
month in which the HMO receives the request. The HMO must submit a disenroUment notice 
to HCFA promptly. 

I 

An HMO must provide the enrollee with a copy of the written request for 
disenrollment. Risk HMOs must also provide a written statement explaining that the enrollee 
remains enrolled in the HMO until the eflectiue date of the disenrollment. 
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Demonstrations 

Figure 2-20-N-7 Mama2 Manipulation of the Spine - Medicare 
Coverage 

ODerational Policu .Question: 

Which practitioners are authorized by law to perform manual manipulation of the spine as a 
Medicare covered service? 

Section 1861 (ri of the Social Security Act provides the defmition of a physician for Medicare 
coverage purposes, which includes a chiropractorfor treatment of manual manipulation of 
the spine to correct a subluxation demonstrated by x-ray. The statute spectfiially references 
manual manipulation of the spine to correct a subluxation demonstrated by x-ray as a 
physician service. Thus, managed care plans may use physicians to perform this service. 

Managed care plans contracting with Medicare are not required, however to o#er services of 
chiropractors, but may use other physicians to perform this service. In addition, managed 
care plans may oser manual manipulation of the spine as performed by non-physician 
practitioners, such as physical therapists, ifallowed under applicable state law. 

Please also note that section 2153.1 of the Medicare HMO/CMP manual states that 
marketing materials of managed care plans must clearly state which physician specialties 
are authorized by the plan to provide manual manipulation of the spine. 
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Figure 2-20-N-8 HMO2104.EfnefgencySemices 

Assure that medically necessary emergency care is available 24 hours a day, 7 days 
a week. Bene$ciaries are not required to receive emergency services at your plan facilities 
nor are they required to secure prior approval for emergency services provided inside or 
outside your geographic area Provide a system to pay claims for emergency services 
provided out-of-plan and pay for all emergency services provided out-of-plan (See 2 107 for 
the permissible limits on the amount you must pay.) 

2104.1 Dejinition.--Use the defmition provided in 42 CFR 4 17.401. Specifically, 
“emergency services” mean covered inpatient and outpatient services that are: 

l Furnished by an appropriate source other than the organization; 

l Needed immediately because of an injury or sudden illness: and 

l Needed because the time required to reach the organization’s providers or suppliers (or 
alternatives authorized by the organization1 would have meant risk of permanent 
damage to the patient’s health. Such services must be, or appear to be, needed 
immediately. 

EXAMPLE: While visiting her son, a 70 year old woman with a history of cardiac 
arrhythmias experiences a rapid onset of chest pain, nonproductive hacky cough, and 
generalized tired feeling. The son calls his own physician, who recommends he bring his 
mother in to see him right away. After the physician evaluates the patient, the physician 
diagnosis is a common cold, and he prescribes two over-the-counter medications for 
treatment. 

In this case. the HMO/CMP is reauired to oau for the ohusician’s services because the 
enrollee’s medical condition avveared to reauire immediate medical services, 

7here does not need to be a threat to a vatient’s life. An emergency is determined at the time 
a service is delivered Do not require prior authorization. You may request not$cation within 
48 hours of an emergency admission or as soon thereafter as medically reasonable. 
However; payment may not be denied $noti$cation is not received 

Ifit is clearly a case of routine illness where the patient’s medical condition never was, or 
never appeared to be, an emergency as defmed above, then you are not responsible for 
payment of claims for the services. Do not retroactively deny a claim because a condition, 
which appeared to be an emergency, turns out to be non-emergency in nature. 

AU procedures performed during evaluation and treatment of an emergency condition related 
to the care of that condition must be covered An example is a member who is treated in an 
emergency room for chest pain and the attending physician orders diagnostic pulmona y 
angiography as part of the evaluation Upon retrospective review, you cannot decide that the 
angiography was unnecessary and refuse to cover this service. 

If during treatment for an emergency situation, the enrollee receives care for an unrelated 
problem, you are not responsible for the care provided for this unrelated non-emergency 
problem. An example is a member who is treated for a fracture and the attending physician 
also treats a skin lesion. You are not responsiblefor any costs, such as a biopsy, associated 
wuh treatment of this unrelated non-emergency care. 
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